effectiveness side of a cost effectiveness study of 13 different obesity interventions in children. In order to model the disability adjusted life years (DALYs) saved for these interventions, the authors have adopted an approach that involves a number of steps, which we illustrate in Figure 1 .
Each of these steps requires the description of a relationship between the prior and succeeding step. In the absence of complete data, these relationships are modelled using selected assumptions. As a matter of logic, the less confidence in the evidence base for each of these 'transitions' the greater the uncertainty in each transition. The level of uncertainty multiplies with each step. We have chosen to focus our comments on the most critical assumption of the study methods, that 100% of body mass index (BMI) reduction observed at intervention end is maintained over the child's lifetime. This is acknowledged by Haby et al., maintenance of effect are used instead, benefits are similarly reduced to 50 and 25% of the original estimate. As the 'use of best available evidence' is defined as an important feature of the model, a clear justification by the authors to support this core assumption would be expected. The general point is that the key assumptions in this or other childhood obesity models (and other health economic models) should be justified.
2-3
Although we recognize that there is a dearth of published evidence relating to long-term follow-up of weight reduction programs in children, highlighted by recent systematic reviews, [4] [5] [6] in adults, the adoption of 100% maintenance of effect from childhood throughout a lifetime is surprising. May we suggest the authors revert to the academic tradition of adopting conservative (and certainly not the most optimistic) assumptions when evaluating health interventions; as followed in our own analysis of interventions targeting harmful lifestyle behaviours. 9 As the authors acknowledge, choosing less than 100% maintenance of effect would mean lower DALYs saved, that is reducing programme benefits. We further note that the assumed 100% maintenance of effect has been applied consistently across all interventions, which will distort comparisons between intervention types, where there are reasons to expect differences in maintenance of effect (for instance between surgical and behavioural interventions). We are concerned that the adoption of implausible assumptions may mislead rather than inform the decision-making process.
We of course join with Haby et al. 1 in highlighting the need to fill gaps in the evidence base, particularly into the long-term effect (into middle-age and beyond) of childhood obesity interventions. 
